FilmArray Meningitis/Encephalitis Panel, a multiplex PCR meningitis/encephalitis panel (MEP) (bioMérieux, Marcy l'Etoile, France) requires only 200 μL of cerebral spinal fluid (CSF) and takes less than 1 hour to simultaneously detect 14 pathogens. The objective of the study was to evaluate the outcome of MEP at our medical center.
Conclusion. The FilmArray MEP can rapidly diagnose ME infections, help to target therapy and allow for discontinuation of unnecessary empiric agents. Paired cultures are needed for drug susceptibility tests and in patients suspected of Cryptococcusmeningitis due to false negative MEP results. Majority of patients with HHV-6 did not receive treatment and attributed the positive result due to possibly chromosomal integration of HHV6. Thursday, October 4, 2018: 12:30 PM Background. Herpes simplex encephalitis (HSE) is a severe, and often fatal, condition requiring timely diagnosis and treatment. Little is known about the frequency and factors associated with diagnostic delays.
Methods. We conducted a retrospective cohort study using the Truven Health Analytics Commercial Claims and Encounters Database from 2011 to 2016. We identified case visits where patients were first diagnosed with HSE. We analyzed visits prior to the index HSE diagnosis for HSE-related symptoms, including fever, headache, seizure, neurologic disorder, or impaired consciousness. We utilized a time-series changepoint analysis and simulation models to identify the window before an HSE diagnosis where diagnostic opportunities began to appear and to estimate the likelihood of actual diagnostic delays.
Results. Our study cohort included 3,390 cases of HSE. There is a dramatic spike in visits with HSE-related symptoms that occurs just prior to the index HSE diagnosis (see figure) . Prior to the index diagnosis we identified 2,459 visits, from 938 patients, that contained possible symptoms of HSE. We estimated that approximately 1,355 (CI 1, 490 ) visits represented likely diagnostic delays with around 20% (CI 18.8-21.0) of patients experiencing at least one missed opportunity. The median duration of diagnostic delays, from first symptoms to diagnosis, was 6 days. Most diagnostic opportunities occurred in outpatient settings, 835 delays (CI 739-944), followed by emergency departments, 313 delays , and inpatient settings, 259 . Diagnostic opportunities involving seizures tended to occur earliest (median 7 days before HSE diagnosis), followed by headaches, neurologic symptoms, or changes in mental status (5 days), and finally fever (3 days). Patients with a history of three or more visits for chronic migraines, 90 days before HSE, were more likely to experience a diagnostic delay, OR 2.5 (CI 1.4-3.1), and experienced more diagnostic delays 0.8 vs. 1.5 delays (P < 0.001).
Conclusion. There may be many missed diagnostic opportunities in both inpatient and ambulatory settings. Diagnostic opportunities tended to present with neurologic conditions before fever. Most opportunities occur in outpatient and emergency settings. Patients with a history of migraines may be more at risk for experiencing a delay.
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No reported disclosures. Background. Acute bacterial meningitis is a medical emergency associated with morbidity and mortality. The aim of the study was to describe clinical features, causative organisms and predictors of death among patients presented with community-acquired acute bacterial meningitis.
Characteristics of Acute Bacterial Meningitis and Predictors of Mortality
Methods. This retrospective study was conducted at Nakhonpathom Hospital, a 700-bed tertiary care hospital in Thailand during July 2013 and August 2017. The data on demography, clinical presentation, and outcome were collected. Factors associated with death were analysed.
Results. During study period, there were 55 patients. Median age was 45 (range 19 to 89) years and 38 (69%) were male. Median duration of symptom before hospitalization were 2 (range 1 to 6) days. The most common presenting symptoms were fever (98%), headache (94%), and decreased level of consciousness (75%). The classic triad of fever, headache, and neck stiffness was documented in 53%. Computed tomography scan of brain were abnormal among 57% of 35 patients. Bacteria was isolated in CSF or blood in 40 patients (73%). The most common isolates were S. agalactiae (17 cases), S. pneumoniae (4 cases) and Streptococcus group D (4 cases). All isolates of S. agalactiae and S. pneumoniae were penicillin sensitive. The in-hospital mortality was 20%. Factors associated with death were age more than 65 years (44% vs. 13%, P = 0.047), low CSF WBC (178 vs. 439 cells/mm 3 , P = 0.009), and the presence of hydrocephalus on imaging (67% vs. 9%, P = 0.047). The time interval between patients' presentation and appropriate antibiotics administration differed significantly for patients who survive and die (22 vs. 0.5 hour, P = 0.016).
Conclusion. Acute bacterial meningitis remains associated with mortality. Age, CSF WBC, hydrocephalus, and delay antibiotics therapy were associated with outcome.
Disclosures. All authors: No reported disclosures. Background. Amoxicillin is first choice for dental procedure prophylaxis. Adverse effects of antibiotics range from gastrointestinal upset to allergic reactions including rash and anaphylaxis, to Clostridium difficile colitis. A rare adverse effect is drug-induced meningitis. We present a case of meningitis after amoxicillin use for dental prophylaxis.
The Use of Adjunctive Steroids in 438 Adults
Methods. We present a 60-year-old man who presented with altered mental status and agitation. Four days prior to admission, he took amoxicillin for dental prophylaxis and had transient agitation. Amoxicillin was taken again the day prior to admission and 12 hours post-procedure, patient became agitated, had fever, headache, neck pain, and photophobia. He presented to ER and LP was performed. cerebrospinal fluid (CSF) had 113 nucleated cells with a monocytic pleocytosis. Empiric antibiotics, including ampicillin, were started. Patient's mental status worsened and his fevers persisted. All cultures were negative and antibiotics were stopped by Infectious Disease. He subsequently but slowly improved. Upon further questioning, he had two prior episodes of meningitis in 2011, and 2015, each occurring after amoxicillin prophylaxis for dental procedures. CSF in both episodes had lymphocytic pleocytosis and was consistent with aseptic meningitis. On the basis of his history, there was no indication for dental prophylaxis.
Results. Aseptic meningitis has multiple noninfectious etiologies, including drugs, malignancy, and autoimmune diseases. Amoxicillin-induced aseptic meningitis (AIAM) is a rare adverse reaction with 12 reported cases. The pathogenesis is unknown and clinical signs and CSF findings vary greatly. Thus, AIAM is a diagnosis of exclusion. Given amoxicillin was administered prior to each episode of meningitis in our patient, amoxicillin is the causative agent in each case. We suspect he worsened after admission because of empiric ampicillin used for Listeria. Clindamycin was recommended for future dental infections.
Conclusion. Owing to widespread and common use of amoxicillin, clinicians should be aware of this rare side-effect of amoxicillin. Appropriate use of dental prophylaxis is imperative to minimize unnecessary antibiotic use. Thorough history is key for diagnosis.
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